Conclusions We found that VR surgery can be safely and efficiently performed under LA.
Anatomical success
In cases of RRD, anatomical success was defined as total retinal re-attachment at 3 months post-operatively.
Visual success
We defined visual improvement as a gain of at least 1 Snellen line or more over the pre-operative visual acuity at the 3 months post-operative visit. 
Duration of surgery
As part of our routine theatre data collection, the duration of surgery and the name of the principal surgeon were recorded by the nursing staff, who were unaware of the study. The duration of surgery did not include time for anaesthesia, which was recorded separately.
Method of local anaesthesia
We applied a single transconjunctival anterior retrobulbar injection in the inferotemporal quadrant using 2% lignocaine with 1500 units of hyalase and a 1 inch 25 gauge needle. Six millilitres of the anaesthetic solution was injected. Top-up injections were used for operations lasting more than 1 h.
Audit of the acceptability of LA
A clinical audit was carried out between November 1995
and February 1996 in the VR unit, of 65 successive patients using a questionnaire. Patients were asked two questions:
1. Would you undergo VR surgery under LA again?
Was the operation painful?
These questions were asked immediately after the operation whilst the patient was in the recovery suite in the theatre. Patients were asked to grade the intraoperative discomfort on a 10-point visual analogue score.
The operating surgeon was asked:
1. Would you undertake the operation under LA again?
2.
Were there any complications that have arisen as a result of or related to LA?
Statistical analysis
The difference in mean duration of surgical procedure for the two groups was calculated, and the associated confidence intervals calculated using the method of a paired t-test. To compare the numbers of successes and complications, odds ratios were calculated. Confidence intervals for odds ratios were calculated using logit limits, except where numbers were very small, when
Cornfield's limits were calculated.
Results

Scope of LA
This series has shown that it is possible to carry out VR surgery under LA for a wide range of indications ( Table 2 ).
Matching
Thirty-one patients underwent the D-ACE8 surgical sequence and 19 patients received cryotherapy and scleral buckling under LA and under GA for the repair of In summary VR surgery can be successfully carried out under LA as well as GA. We found that there was no difference between LA and GA in terms of anatomical and visual outcomes and intra-operative and post operative complication rates. However, operative times were significantly shorter under LA compared with GA for similar procedures. VR surgery can be safely and efficiently performed under LA in selected patients.
Adoption of LA has the potential of an increased throughput.
